or about healing touch, a related therapy that has been taught for more than 10 years, and for which there is a well-developed curriculum and certification process.
Furthermore, burnout is a large problem in the health professions (Chopra, Sotile, & Sotile, 2004; Linzer et al, 2002) . Based on our conceptual framework (Figure 1 ), we expected that reinforcing humanistic values (such as compassion) and teaching physiciansin-training the CAM skills of TT and HT might reduce the sense of burnout among medical students and improve their optimism about future practice.
Therefore, in 2003, at the request of several second-year medical students, we (a physician, KK, experienced in TT and a nurse, DL, certified as a HT instructor) developed and offered an elective course, Being Good Medicine: Therapeutic and Healing Touch. The elective focused on enhancing students' skills in comforting patients nonverbally through TT and HT.
Both TT and HT are considered biofield therapies, and traditional education in both methods has emphasized the importance of practitioners being centered, peaceful, and calm. In both TT and HT, the intention to be helpful, to relieve suffering, and to enhance a sense of peace, comfort, and well-being is central to successful practice. In fact, the therapy may be helpful (i.e., the patient may report a greater sense of ease and comfort) even if the practitioner does not explicitly perceive changes in the biofield. Therefore, this elective focused first on cultivating a state of mind of peacefulness and the intention of compassion through meditative practices. These practices formed the foundation or ground for later practices using the hands to extend peacefulness and compassion using specific techniques of TT and HT.
Our hypothesis was that, by reinforcing these values and practicing these skills, students would feel more confident, practice desired skills more consistently, be less likely to experience burnout, and be more optimistic about their future practice (see Figure 1 for a theoretical model underlying course construction and evaluation). Consistent with the precepts of adult education, at the beginning of the course we asked students to rate 13 course objectives on a scale from 0 to 10, with 0 = not important and 10 = vitally important. The top five rated objectives and their average score were learning to (a) feel more positive and less burned out about clinical practice (9.5); (b) demonstrate nonverbal behaviors of calming, reassuring, assessing, and balancing patients (9.0); (c) communicate with patients and colleagues about biofield therapies verbally and in the medical record (8.5); (d) list the major risks and benefits of biofield therapies for providers and patients based on scientific evidence and personal experience (8.5); and (e) practice centering (being peaceful and focused) and grounding before and during patient encounters (8.3). Therefore, the course content focused on achieving these goals.
For [2003] [2004] 6 students completed the elective, which consisted of seven 90-min sessions, plus outside reading and homework. Before-and-after surveys of course participants showed marked changes in the desired directions, but because the sample size was so small (only 4 students turned in baseline and outcome surveys), no statistical testing was conducted. The students were highly enthusiastic about the course and recommended it to the following year's second-year students. For the following year, we wished to compare students' confidence and practices before and after taking the course. We hypothesized that participating in the course would help reduce burnout and increase confidence and behaviors associated with compassionate care.
METHODS
For the [2004] [2005] class, this elective was offered for a second time with the title Cultivating Compassion and Comforting Touch (the name evolved to reduce confusion about whether we were teaching about massage and to emphasize the meditative practices focusing on cultivating mindfulness and compassion). Despite the name change, the content of the course remained substantially the same (see Appendix 1 for course outline).
The elective consisted of seven sessions of approximately 90 min each. Initial classes focused on various meditative practices to enhance students' ability to (a) be aware of and enhance a sense of calm and peacefulness and (b) experience and extend compassion to themselves and others. The meditative practices included mindfulness meditation, metta meditation, and guided imagery (imagining themselves as trees, feet rooted in the earth of compassion and drawing their energy and nutrients from that source, then extending that energy out through their branches/hands). Subsequent classes built on this foundation. In each subsequent class, we offered recommended related readings (such as the physiologic effects of meditation) and questions for discussion, as well as asked students to practice what they had learned between classes and demonstrate the practice at the next class session. For classes in which we taught a specific technique from TT or HT, we referred to the commonly used descriptions of those techniques within the field (e.g., "unruffling," "chakra connection," "pain drain," etc.) but focused more on what the intention and hands were doing rather than potentially provocative vocabulary. After the students had several weeks of practicing meditative techniques as well as TT and HT techniques with the hands still or moving, we invited community clinicians (MDs and RNs) who use these techniques in practice to join us to discuss with students how they incorporated the techniques in practice. The last class session was devoted to helping students role play talking with patients and colleagues about the techniques, to learning how to chart their practice in the medical record, to discussing resources for continued learning, and to completing a course evaluation.
We surveyed the entire class of second-year medical students in the week before the elective began. The questionnaire was completed by 22 students who enrolled and 58 who did not enroll out of a class of 105 total students; a description comparing enrollees and nonenrollees has been reported elsewhere (Kemper, Larrimore, Dozier, & Woods, 2005) . After the first introductory session, 12 students remained; all 12 students completed at least five of the seven total sessions and were surveyed again during the last week of the class. We did not survey the dropouts to determine their reasons for dropping out. Students were asked to put their initials and last four digits of their social security number on the surveys so that we could match precourse and postcourse questionnaires; however, only eight students placed the same identifying information on both questionnaires, allowing for matched comparisons. This left 14 students who had either dropped out after the first class (n = 10) or did not return matched surveys (n = 4). For analytical purposes, we conservatively considered these 14 students as noncompleters.
The survey itself included two demographic questions (age and gender). Reflecting the course objectives and our strategy of using motivational interviewing to enhance behavioral change, the survey included two questions about the importance of being (a) calm, peaceful, focused (i.e., centered) and (b) compassionate in clinical care (0 = not important, 10 = very important); six questions about confidence in practicing skills such being peaceful, focused, and compassionate (0 = not confident, 10 = very confident); and three questions about the percentage of time the students actually use such skills in clinical practice (0 = never to 100%). Surveys were generally completed in less than 7 min.
To assess burnout, the survey also included the 22-item Maslach Burnout Inventory (MBI), the most widely used instrument to assess burnout among physicians and other health professionals. The 22 items are divided into three subscales assessing (a) emotional exhaustion (b) depersonalization/cynicism, and (c) personal accomplishment (Maslach, Jackson, & Leiter, 1996; Maslach & Leiter, 1997) . We also asked one question about optimism about future practice, with a range of possible responses from 0 (not at all optimistic) to 10 (very optimistic).
The surveys were approved as exempt educational research by the Wake Forest University School of Medicine Institutional Review Board.
RESULTS
For the 2004-2005 enrollees, the students' average age was 24 years, and 75% were female; in contrast, only 33% of the nonenrollee respondents were female (p = .004). Six of eight (75%) course completers were also female. All students rated (a) being peaceful, calm, and focused when caring for patients and (b) extending compassion to patients as very important (average scores were >8 on the 10-point scale) at baseline.
For the 8 students who completed the course and questionnaires, there were striking and significant improvements in confidence (Table 1) . Confidence scores improved from being below to significantly exceeding baseline scores for noncompleters, indicating that completers did not simply regress upward to the mean but exceeded it. For example, "I am confident in being calm, peaceful and focused (centered) before and during patient encounters" improved from 1.7 before to 8.0 after the course (p < .01).
There were also striking and statistically significant improvements in practice behaviors after taking the course (Table 2 ). For example, the percentage of patient encounters in which students reported centering was 0% before the course and 60% afterward (p < .01).
For the MBI, approximately 25% to 50% of enrollees had high scores on Emotional Exhaustion and Cynicism (Depersonalization) subscales at baseline; these scores did not change substantially among course completers (Table 3) . At baseline, students generally had low (worrisome) scores on the Personal Accomplishment subscale. However, scores for the Personal Accomplishment subscale substantially and significantly improved from 88% low scores before the course to 38% low scores after the course (p < .01). Scores also improved significantly for the item on optimism about future practice from 5.5 to 7.9 (p < .05).
CONCLUSIONS
Those who completed the 2004-2005 elective showed significantly improved scores after taking the course even with a small sample size and conservative analytic strategy. This suggests that students can learn these skills, improve their confidence, and even report Compassion Through Touch Therapies 51 (n = 8) (n = 8)
I can be peaceful and focused (centered) 6.1 6.9 8.9** when my body is quiet and still and it is quiet in my environment. I can be peaceful and focused (centered) 5.2 3.8 7.3 ** when my body is moving or there is noise in the background. I regularly practice nonverbal behaviors 3.9 3.9 7.8** of calming and reassuring patients. I can demonstrate nonverbal behaviors 5.1 2.8 7.4** of using my hands to calm and reassure patients. I am confident in being calm, peaceful, 4.1 1.7 8.0** and focused (centered) before and during patient encounters I can teach a centering exercise to patients 2.4 0.5 8.1** or colleagues who are interested. 0 = not confident; 10 = very confident for all items. *Difference between baseline and outcome, p < .05; **difference between baseline and outcome, p < .01. more optimism and less burnout about future practice from a fairly modest elective. Additional research is needed to determine the impact on quality of care and the long-term impact on career satisfaction. It is apparent from enrollment rates in this elective (offered during the busiest part of second year, and which confers no additional academic credit) that some medical students (5% to 10% of our classes) are interested in learning not only about CAM therapies but also how to provide them, particularly if they are consistent with existing professional values such as being patient-centered and extending compassion. Faculty who currently offer survey courses on CAM may need to consider offering additional electives to meet these students' educational needs.
Our enrollment demographics are consistent with surveys suggesting that women hold more positive attitudes toward and use CAM more frequently than men do (Furnham, Hanna, & Vincent, 1995) . Future studies of trainees who study CAM may explore their demographic and cultural characteristics and examine the impact of quality of care provided to patients.
Burnout has been linked with poorer mental health, lower productivity, and higher error rates (Clever, 2002; Ramirez et al., 1995; Shanafelt, Bradley, Wipf, & Back, 2002; Williams et al., 2001; Wilters, 1998) . Reducing physician burnout is a high priority. The level of burnout at baseline among our students was comparable to that found in previous studies. The low scores on personal achievement may be attributable to the fact that these are second-year students, anticipating making a much greater contribution once they start caring for patients routinely (during the third year of medical school); this hypothesis may be tested by comparing burnout scores among the second-year students with burnout scores among third-and fourth-year students, particularly on the personal achievement factor. Participating in the course apparently reduced the feeling of low achievement and improved optimism about future practice among those who completed the elective. However, additional research is needed to evaluate the effectiveness of different interventions in decreasing burnout over longer follow-up.
As a small study, this evaluation has several limitations. The elective was offered in only one institution, enrollment was modest, and the initial dropout rate was high. Because we did not survey dropouts, suggesting reasons for the high dropout rate would be purely speculative; this would be a worthwhile question for future research. Because we do not have outcome data on students who did not complete the course, we cannot necessarily ascribe changes in confidence and behavior to the course, although the magnitude of the changes may appear suggestive of a causal association rather than a reflection of simple secular changes. Given our limited statistical power to detect a difference, we were surprised that so many changes were statistically significant. This study does not answer important questions about the effectiveness and safety of TT and HT when offered by physicians in the context of ongoing medical care. Future evaluation projects would benefit from the inclusion of comparison interventions, longer follow-up, and objective measures of performance and patient outcomes. However, our findings help support the notion that students who report being deficient in confidence and skills compared with their peers can improve their scores through participation in this kind of elective. Substantial work is needed to determine the most effective strategies for improving the quality of comprehensive, integrative care. These data support the hypothesis that it is possible to cultivate valued skills, enhance confidence, and reduce burnout in medical students by providing an elective on humanistic values and the skills of practicing TT and HT.
APPENDIX: 2004-2005 Course Outline-Cultivating Compassion and Comforting Touch

